Proceedings of the Royal Society of Medictne 8 victims of which develop a yellow-ochre colour in the nose and ears, is due to deposits of melanin in the cartilages and connective tissues. Finally, in melanotic tumours melanin may be produced in prodigious quantities. The entire skin of the human body does not contain more than one gram of melanin pigment, but in the secondary deposits of a melanotic carcinoma more than 300 grams of melanin have been removed from the liver. Another instance of nature's prodigality in melanin is seen in tumours of horses. Pigmented tumours are very common in white or grey horses but rare in dark horses. It is said that if a white horse lives long enough it is almost certain to die of melanoma, and so great is the amount of melanin found that farmers have considered using the pigment as paint for their fences. The pigmentation of melanosis coli, though not on such a lavish scale, is sufficient to cause astonishment when present to such a degree as is shown by the three cases I am exhibiting to-day. These are all cases of cancer of the rectum in patients affected by melanosis coli. One of these shows a very deep, almost black, pigmentation of the mucous membrane. In the other two the pigment-ation is a lighter brown shade. There is no pigment in the malignant tumours or in associated adenomatous growths, so that these appear as light areas on a dark background.
[1] Journ. Path. and Bact., 1931, xxxiv, No. 1, 61-73. [2] Brit. Med. Journ., 1923 (ii), 907-911.
Professor M. J. STEWART said that he could confirm Dr. Dukes' observation that adenomatous polypi occurring in a colon which was the seat of melanosis failed to show pigmentation, at least when they were of recent formation. Metastasis of melanin to the regional lymphglands, by means of large mononuclear phagocytes, was of frequent occurrence in the more advanced cases. In this connexion it was worth recalling to mind that similar metastasis of phagocyted melanin might take place from malignant melanomatous tumours, even apart from genuine neoplastic metastasis. The blue or black appearance of the mucous membrane in the more extreme examples of melanosis coli was due to the layer of mucus on the surface. If this was wiped away, the rich, deep mahogany-brown tint, the normal colour of the melanin, was exposed to view.
Perineo-abdominal Excision of the Rectum in one
Our President [1] described his abdomino-perineal excision of the rectum, in 1908, and it has gained wide-world recognition as being the most radical operation that can be done for cancer of the rectum. After an interval of a few years, various modifications, designed to reduce the immediate mortality, began to be introduced; in 1915 Coffey [2] and D. F. Jones [3] described their two-stage methods; in 1921 Graeme Anderson [4] described before this Sub-Section a three-stage abdominoperineal excision; and in 1928-29 Dudley Smith [5] and Rankin [6] described twostage operations in which the abdominal part of the operation was completed first and the rectal stump removed after an interval of from ten to fourteen days. There are definite objections to these methods and they have never, I believe, been widely adopted in this country. Grey Turner [71 in 1920 reported seven cases of perineo-abdominal excision of the rectum as a second-stage operation after a preliminary colostomy. I have performed fourteen operations of this type and have six patients alive and well for two and a half to six years after operation, but there occurred in this series five deaths (35%), of which four were from sepsis (peritonitis or wound sepsis).
The operation is the outcome of my experience with these methods: it is a combined excision in one stage beginning from the perineum, and was described by me in the Lancet last July [8] . It is divided into four well-defined stages: -(1) A preliminary laparotomy to confirm operability, with temporary suture of the wound.
(2) The perineal stage, the first part of which is carried out strictly according to Lockhart-Mummery's technique for perineal excision. The peritoneum is then opened widely from below, the lateral ligaments are divided, and the mobilized rectum, enveloped in flavine or dettol gauze with a glove tied tightly round, is pushed up into the pelvis. There is no interference with the superior haemorrhoidal pedicle from below.
(3) The abdominal incision is reopened and the rectum is delivered upwards. The inferior mesenteric pedicle is doubly ligated and divided. A left iliac incision is made, and the space lateral to the iliac colon is closed by suture; the rectum and pelvic colon are delivered outwards through this incision up to the stitch closing the lateral space. The pelvic floor is sutured, and both abdominal incisions are closed and packed off. The bowel is divided with a cautery between clamps and a No. 17 rubber catheter is passed down the bowel and sutured in.
(4) Finally the legs are held up and the toilet of the perineal wound is completed. Usually I have put in a sterilized rubber bag and packed it with gauze; recently I have inserted only a corner of gauze, and have allowed the soft parts to fall in from the outset. I believe this latter plan may be preferable and result in quicker healing.
In certain selected cases (16 out of 35), I have dispensed with the preliminary exploration, and have performed the operation as a blind excision from below; with experience in assessing operability I think this is a safe and sound procedure. In my present total of 35 perineo-abdominal excisions in one stage there have been seven deaths (20%), but I am confident that the mortality should now be reduced to the neighbourhood of 10%.
Provided the operator has graduated in what I may call the " perineal excision school "-or is willing to learn the rather difficult technique of perineal excision-he can confidently set out to perform this operation. I find the perineo-abdominal excision easier than the operation which we have all seen Mr. Miles carry out in his inimitable fashion; the extra-abdominal division of the colon renders the risk of septic complications very remote, and I believe that, by this new operation, the range of combined excision of the rectum will be extended so that subjects, hitherto considered unsuitable, will come safely through this radical operation. In particular, the operation can be carried out with relative ease in stout subjects, and I have put out for inspection three long specimens each showing a.fat-laden rectum and pelvic colon, which I have recently excised from fat subjects (females aged 40, 57 and 64 respectively); recovery has followed in each case, and one patient, aged 64, is due to leave hospital in a few days' time-twenty-six days after the operation. So far as age is concerned, my limit at present is a man aged 77 at the date of operation who is now alive and well-eighteen months later. Except for the case of the solitary small carcinoma low down in the rectum, I agree with Mr. Miles in his advocacy of the combined operation. Nearly 70% of rectal carcinomas occur in the upper third of the rectum, and metastases in the glands occur in about 50% of operation cases; on these grounds alone a combined excision is indicated in the majority of cases. Since the beginning of 1932 my allocation of operation in 53 cases has been as follows: perineo-abdominal 35, perineal excision 17, conservative resection one.
